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CHAPTER I
INTRODUCTION TO THE PROBLM
The relative frequency of medication errors occurdng in hospitals
has led many institutions to take a new look at the nature of these errors
and to review present practices. Although the number of errors reported
could be termed small in relation to the total medications given, the
frequency, the nature, and the potential hazard to patients, as well as
legal implications of the errors, indicate a need for a new concentration
of study.
"The volume and variety of medications given to patients demand
that every possible method of eliminating errors be explored and the 
chief explorers are those who dispense the medications.,,x Although medi­
cation errors arise from a complexity of problems, most of the real causes
are deviations from policy or procedures in the preparation and administra­
tion of medications. The number of medication errors occurring demand
exploration and study in the individual hospitals to discover where eor-
2rection is most needed.
Mamer stated that one of the serious causes of medication errors
was "the p oblem of properly identifying the medication with the record
and rechecking to be sure that it is the proper indication and finally.
3-Rose M. Hoynak, "Promoting Medication Safety," Nursing Outlook, 
11:1197, July, 1963.




to double check to be sure that ‘the patient is positively identified 
before the medication is given.
Proper nursing procedures should follow those measures which insure
the greatest safety of the patient. Nurses are the key persons in the
practice and maintenance of patient safety. By doing the things which
she knows comprise "good nursing” 5 the nurse makes her greatest contri­
bution to safety in medication dispensing.
While the probability of eliminating medication errors may never
be complete, a careful study of the responsible factors should provide
clues to help materially reduce the incidents of medication errors to
5patients. "Accident frequency, while not a controlling factor, is a
It is reasoned that the greater the frequency the more
rapparent is a disregard for safety."
guide post.
According to Pulton the two basic problems in the frequency of
(l) improper identification of the patient and 
the wrong medication given to the wrong patient, and. (2) improper identic 
fication of the medication and the wrong medication given to the right
patient,^
medication errors were:
3Ireland J. Mamer, "Good Patient Care Through Hospital Safety Pro­
grams," Hospital Management, 81:52, February, 1956.
^Marian Role, "The Nurses Hole in Accident Prevention," Nursing 
Outlook, 3:590, November, 1955*
^Henry Parrish, Thoms Weil and Bessie Wolf son, "Accidents to 
Patients Can Be Prevented," American Journal of Nursing, 58:6795 Play, 1958•
^Hospital Safety and Sanitation: With Special Reference to Patient 
Safety, AniTA-borV University of Michigan Schooi of Public health, 1962',
p. 35.
^Jack J. Fulton, "Medication Errors," Hospital Forum, A:22, 
September, 1961. ~ '
3
There has been insufficient consideration given to the problem of
identification in view of the increasing frequency of medication errors.
The increasing opportunities for error in identification were due to
several factors. These factors included rapid employee turnover with
resulting incomplete orientation to procedures and patient safety, the
frequency of moving patients from one unit to another, and the increased
As a result, the promotionnumbers and variety of drugs in recent years.
of safety in medication practices within the hospital has become an
8increasing challenge.
The reduction of medication errors by the nursing personnel is a
responsibility shared with the hospital pharmacist, the medical and
administrative staffs. The hospitals have been and are giving serious
consideration to improving drug distribution.
A recent innovation in this area was a new system of dispensing
One of the benefits which this system claimed was the 
potential for reducing medication errors to a minimum.^ 
exists as to the validity of this claim. ^
medications.
Some controversy
No system of dispensing medicines is all good or all bad. None
is regarded as infallible. The reliability of any systeam depends to a
large extent upon the person who administers it.
According to Fulton, the most common medication errors involved
11 Therefore, any system formedications being given to the wrong patient.
%oynak, loc. cit.
^Better Hospital Care in a Changing World, Darby: Brewer Phamacal 
Engineering Corporation, January, 19&2, p. 25>.
-^Bernice Hawkins and Robert Chinnock, "Hospital Visitation to 




dispensing and administering medications must consider procedures that
prevent unsafe and careless practices.
An analysis of the medication nurses1 identification methods will
be of value in determining if the nurses’ procedures promote patient
safety.
It was hoped that a study in a selected hospital, utilizing a
new system of dispensing medications might make some meaningful contribu­
tion to the overall nursing safety practices in the area of medication and
patient identification.
I. THE PROBLEM
Statement of the Problem
The maintenance of safe nursing practices regarding medication
dispensing is essential to the effective operation of a hospital. The
problem of this study was to find out what factors, within the work
situation of the nurse in a selected hospital, contribute to the fre­
quency of medication errors. This was to be accomplished by finding out
the identification methods used by selected graduate nurses in the prepa­
ration and administration of medications.
Purpose of the Study
Through this study it was anticipated that a survey of selected
graduate nurses in the preparation and administration of medications 
would: (1) determine specific factors that contribute to medication
errors during the identification process of medication preparation and 
administration^ and (2) present these findings as an aid to minimize or
eliminate factors which contribute to medication errors in order to
5
promote patient safety.
Need for the Study
The identification of medications during preparation and adminis­
tration is important to patient safety. The graduate nurses who adminis­
ter the medications have the responsibility of maintaining the patients' 
safety in this area. Therefore^ it seems important to evaluate the 
methods they utilize for identification during the preparation and adminis­
tration of the medication.
Safe nursing practices are essential for good nursing care.
According to Bradbury:
Eighty-five per cent of accidents are caused by unsafe acts 
or behavior. Therefore efforts should be directed toward 
determining hew nurses behave and what can be done in moti­
vating their behavior along lines of safety.
It was further stated that human beings have a tendency to let
down their guard. This "let down" was most often the result of one or a 
combination of the following: (l) thoughtlessness5 (2) talcing chances, 
(3) carelessness, and (b) ignorance. Procedures are therefore necessary. 
Procedures must be followed. 13
A hospital staff nurse may male© mistakes in technique over and over
again even though she was taught safe and effective techniques when a stu-
In the area of medication dispensing the nurse is not under constantdent.
If a nurse follows her own inclinations rather thanand close supervision.
Itian accepted procedure, the outcome may be very disastrous for the patient.
12Gertrude Bradbury, "Hospital Personnel Safety," Safety newsletter. 
National Safety Council, Chicago, Illinois, September, 19o2^
13Ibid.
l^-"Patient Gives Needle Back to Nurses," The Modem Hospital, 100: 
1u75 June, 1963.
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A medication system in i4iich the nurses are ejected to carry
unlabeled medications to rooms where there are multiple patients negates
good safety principles. The nurse should not be required to rely on
her memory for identification of the patients and their medications.
Lax procedures in one area of dispensing medications may nurture the
tendency toward further carelessness in other areas of patient safety.
Because patient safety in the hospital is of prime importance to
the patient and to the hospital administration, any factor which may
affect this safety should be considered. It is generally believed that
Therefore,the identification of medications is a part of patient safety.
the findings of this type of study may reveal factors which contribute
to medication errors, which if minimized or eliminated, would lead to
As far as could be ascertained, this type of studybetter nursing care.
has not been done at the hospital selected for this study.
Hypothesis
It was the hypothesis of this study that nurses engaged in the
preparation and. administration of medication do not adhere to safe
standards of medication and patient identification after they become
familiar idth the medications and the patients.
Limitations
This study was limited to observations of seventeen medication
nurses in a selected hospital utilizing a new system of dispensing
medications.
Nurses observed were limited to those on the morning and afternoon
Only those nurses were selected who had had a day off prior toshifts.
The observation survey ranged over a twothe first observation period.
7
month period of time.
The number of observations possible with each nurse were limited
to the number of medications ordered and administered at the selected
periods of observation.
The possibility that the nurse would exercise safe identification
procedures while under observation and thus provide behavior which was
the exception rather than the rule was a limiting factor to the obser­
vational process.
Assumptions
It was assumed that the medication nurses under observation had
been oriented to the new system of dispensing medications.
It was also assumed that 'the medication nurses’ knowledge of the
standard three check method of identifying the medicine during the prepa­
ration of the medication had been taught and learned during the educa­
tional period.
It was further assumed that medication nurses were aware of the
wristband identification procedure of the employing hospital.
It was also assumed that the periods of observation were typical
of all comparable work periods.
Method of Study
In conducting this study the descriptive survey approach was used.
Literature wasThe tool of research was an observation check sheet.
reviewed to determine the types of errors which occur in administration
of medication. Since administration of medications require safety princi­
ples, literature on safety was also reviewed to confirm the need for and
the value of patient safety in relationship to this study.
8
Verbal permission was secured from the director of nursing sei’vice
A pilot study wasand the hospital administrator to conduct the study.
also conducted. Medication nu.rses were observed to collect data.
II. DEFINITION OF TB3MS
The following terms were defined for the purpose of this study.
Standard patient identification. The accepted standard of
establishing the patient’s identity before administering medications is:
1. Checking the patient's wristband* and
2. Addressing the patient by his name.
Standard, medication identification. The process of comparison
of the written order with the label of the medication to be administered.
The procedure includes the reading of the medication label;
1. When taking medication from the drawer or shelf,
2. Before measuring or preparing the dosage, and
3. When replacing the medication on the shelf or in the drawer.
Medication nurses. A medication nurse is a professional registered
nurse who has been specifically assigned to the preparation and adminis­
tration of medications for the patients.
Medication error. Medication error means the administration of a
medication at the wrong time, or in the wrong dosage, or to the wrong
patient.
Patient safety In this study refers to the measuresPatient safety.
taken to prevent medication errors while the patient is confined to the
hospital.
Administration of a medicine. Administration of a medication is
the giving of a single dose of medicine to a patient by a nurse following
a physician's order.
9
Standard* A standard refers to the rules established by authority*
custom* and general consent as a criterion for checking.
Post-off Day. Post-off day is the ei$it hours of nursing services
which the nurse renders following a day off.
Attitude. Attitude is the readiness, inclination, or tendency to
act toward inner or external elements in accordance with past experience,
and which fluctuates with prevailing circumstances and affects human
ISbehavior.
Average Nurse. The average nurse means the typical performance or
achievement for the group of nurses considered in the study.
Three check method. The three check method is the medication
identification process as given under the definition of standard medica­
tion identification.
The two check method is the medication identi-Two check method.
fication process in which the medication nurse eliminates one of the three
steps in the standard medication identification procedure.
The csae check method is the medication identi-One check method.
fication process in which the medication nurse eliminates two of the three
steps in the standard medication identification procedure.
The no check method is the reliance on memoryNo check method.
of color, shape, or consistency of medication as the means for identifi­
cation rather than an accepted identification procedure.
Labeled. Labeled refers to medication which was identified in
writing by the medication nurse after it was prepared.
^Lester D. Crow and Alice Crow, Understanding Interrelations in 
, New York: MacMillan Company, Ip^l, pp. 214, 2l6.Nursing
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Prepour, Prepour refers to the preparation of medication at a
time and at a place not in keeping with the medication procedure and
included medication which was poured prior to medicine rounds and when
the study maker was not present.
The new dispensing system is the method ofHew dispensing system, 
procedure for medication storage end administration which includes and
utilises the following:
1. Drug cart. A self contained medication unit, consisting 
of a work area on top for the medication preparation, individu­
ally labeled patient drawers, and storage drawers for supplies 
and narcotics. This mobile cart is wheeled to the patient1s 
door during each medication round. A kardex is used for the 
medication record of the patient. No individual medication 
cards are used.
2. Drug station. An electrically controlled unit for the 
storage and dispensing of prepackaged medications located on 
each nursing station. The medication nurse services the drug 
cart from this drug station for medication orders for the 
patients.
III. SUMMAHY
There is a growing concern in hospitals about errors in the
preparation and the administration of medications. In the area of
medication and patient identification, the patient's safety depends upon
the nurse who checks carefully to avoid the possibility of giving the
wrong medication or the wrong dosage. Identification procedures should
Nurses are the key personsinsure the greatest safety to the patient.
in the maintenance of safety in medication dispensing on the hospital
unit and in the ultimate reduction In the frequency of medication errors.
Literature was reviewed for related studies on medication errors
and patient safety. The descriptive survey was the method of research.
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with the use of an observational check sheet as the data gathering tool.
The remainder of the study is arranged in the following manner.
Chapter II contains a review of related literature. In Chapter III the
The observational check also ismethod of gathering data is described.
discussed with relation to medication and patient identification. Along
m.th this is reference to the nurses participating in this study. Chapter I?
In Chapter F aincludes the classification and analysis of data gathered.
summary of the study and conclusions drawn from, the survey are given with
recommendations for the minimisation or elimination of medication errors
based upon the findings of this study.
CHAPTER II
BE VIM OF LITERATURE
A review of literature was made to find similar studies which may
have been done on nurses' identification methods in the preparation and
the administration of medications and. to survey related literature in the
area of medication errors and patient safety. Published studies on
identification methods of medications and of patients were not found.
There were,, however, references to identification problems in studies on
medication errors.
Literature on the subject of medication errors was limited and
the extent of the problem was not fully known because of the reluctance
on the part of hospitals to report the results of their own studies.
This fact was supported at a recent hospital safety workshop held at the
University of Michigan School of Public Health,
Literature to date produces only fragmentary and incom­
plete definition of the nature and the extent of the problem 
and it is frequently difficult and sometimes impossible to 
secure valid information on many phases of patient accidents. 16
It was also felt that an analysis of nurses' activities could be
of value in determining safe procedures and setting standards that would
promote patient safety.
Mery patient injury constitutes proof that hazardous con­
ditions or unsafe practices, or both, has gone uncorrected. In 
spite of the best efforts, some hazards go undetected, and un­
safe practices are not caught or go unrecognized. So hospital
^Hospital Safety and Sanitation; ¥ith Special Reference to 
Patient Safety,~ opT clft«T p..
12
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personnel should cax’efully inYestigate the accident they have 
failed to prevent in order to obtain all possible infoxmation 
that will help to improve future employee performances and 
equipment.
Therefore* to understand the need for this study of methods used
for identification of patients and their medications* a survey of litera­
ture is presented to portray the extent and complexity of this problem.
I. RELATED STUDIES
Medication Errors
Medication errors arise from a complexity of problems. Some of
these errors were deviations from accepted, policy or procedures in the
preparation and administration of medications. But written policies and
procedures apparently did not insure a reduction of medication errors.
It was shown that where such policies exist that a great variation still
existed in the practice of preparation and administration of medication
-t O
from nursing unit to nursing unit in the hospitals. J
The hospital patients and their relatives assume and expect the
hospital environment to be safe. Yet* the patient's bedside was con­
sidered the most dangerous area in the hospital. The largest number of
19medication errors occur at the patient’s bedside. ’’Medication errors
20are potentially one of the most dangerous types of patient accidents.”
3-7 Ibid., p. 83.
lo ’’Errors in Medic ati ons, ” American Professional Pharmacist * 22:1115 * 
December, 1956*
^David E. Anderson, ”How the Pharmacist Gan Premote Safer Drug 
Handling*” Hospitals* J.A.H.A., January 16* 1961, and Hospital
Safety and Sanitation with Special Reference to Patient Safety, op. clt.,
p. Il5.
^%enry Parrish* Thomas P. Well and Bessie Wolf son* ’’Accidents to 
Patients Can Be Prevented,” American Journal of Nursing, $8:6793 May* 1958.
llj.
The full extent of the frequency of medication errors was not
known because reporting procedures were incomplete. Potential criticism
and possible legal liability were some of the reasons given for inade­
quate reporting. Differences in individual professional judgment as to 
what constituted a reportable incident were also a factor,^
Barker and McConnell in their study reported that the average
nurse in the hospital made one error in every six medications administered.
Fewer than fifty per cent of the nurses reported medication errors. Thirty-
six per cent of all known errors were not reported and 29 per cent of the
nurses studied would not report medication errors if they made them.
According to the findings of their study, the vast majority of medication
22errors were unknown even to the persons committing them.
Analyzing the weak areas of medication administration, Byme^ 
and Corcoran^ discovered that carelessness and forgetfulness in correct
procedure accounted for more than half of the total medication errors.
Categorization of these errors by types in Byrne’s study showed that 
administering the wrong medication to the wrong patient accounted for 
12 per cent of the errors, while administering the wrong medication to
the right patient accounted for twenty per cent of the errors.
^Kenneth Barker and Warren McConnel, ’’The Problems of Detecting 
Medication Errors in Hospitals,” American Journal of Hospital Pharmacy, 
19;3&9> August, 1962. J .... ..........................
Ibid.} pp. 36I-369.
23Anne K. Byrne, "Errors in Giving Medications,” American Journal 
of Nursing, £3:829-831, July, 195'£.
2^Catherine I. Corcoran, "An Analysis of Recorded Errors in the 
Administration of Medications,” Field Study of Boston University School 
of Nursing, unpublished Master’s thesis, 1.9%s p. %•
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Corcoran stated:
There seemed to be two main sources of difficulty for the 
lack of definite identification of the patient. The first was 
the location of the bed card. The second was a feeling of
that Biade it seem super-familiarity with patients on the unit 
fluous to call the patient by name.
According to Safpen and Chapanis1 study a large number of medica­
tion incidents occurred because nurses failed to follow procedures. It
was their stated opinion that attention be focused on techniques and pro­
cedures which by their very nature and design reduce the probability of 
human misinterpretation and error.The following suggestions were made
for the approach of studying medication procedures:
1. Singling out any difficulties associated with particular 
procedure and then making the necessary changes so that they 
are easier to follow.
Building more safety checks into medication procedures 
so that if a nurse should forget to follow one 
an error, it would be detected at some other s
2.
or male as
The legal counsel for the California Hospital Association conduc­
ted a study on medication errors and found that nearly half of all* the 
medication errors reported ware directly due to improper identification.^
Other Studies
Other studies revealed that 90 per cent of the blood transfusion
deaths were caused by faulty identification of the patients. Of the
^Ibid., p* h9»
2%arian Aronstein Safren and Alphonse Chapanis, l,A Critical 
Incident Study of Hospital Medication Errors,M Part II, Hospitals, J.A.H.A. 
32i:53-69, May 16, i960.
27ibid., p. 66#
26James E. Ludlam, "Collective Action on Incident Reports Gives 
California Hospitals a Guide to a Planned Safety Program," Hospitals, 
J.A.H.A#, 29*.70, December, 1955•
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3500 transfusion deaths reported in 1953* 2700 of these were due to
faulty patient identification. Errors in medication are far more
prevalent since the medication procedure was more common than other
u0yiq would naturally expect to find hareprocedures in the hospital.
»29the greatest number of errors due to faulty identification.
In a study by Okimi on the application of knowledge of medications
by senior students of nursing, it was shorn that the students know more
about medications which were given frequently but there were inadequacies
in the students’ knowledge and in the application of their medication
knowledge. The students checked the name tags of the patients before
administering the medication 27 per cent of the time consistently and 
61| per cent of the time the name tags were sometimes checked. When pre­
cautionary measures could have been taken in administering medications, 
only 35 par cent of these opportunities were utilized.
Mhiteaker’s study of pediatric nurses in three selected hospitals
showed that the nurses knew the route and the type of drug being adminis­
tered but their knowledge of the action time and side effects was limited.
This additional knowledge could only be acquired by the study of each
This studymedication as it was introduced on the unit for patients 
indicated that the nurses were not well informed on knowledge of the old 
drugs nor did they keep abreast with knowledge about new drugs.
use.
29sister Elisa, D. C., f,0n~Patient Identification Is Needed,n 
Hospital Progress, 39*136, August, 1958* and Thomas P. Langdon, ’’Blood 
Errors,” Hospital Forum, 5*65, April, 1962.
30patricia H. Okimi, ’’Application of Knowledge of Medications 
by Senior Students in a Selected School of Nursing,” unpublished Master’s 
thesis, Loma Linda University, Loma Linda, California, 1961, p. 52.
llQpaljean Whiteaker. ’’Knowledge Pediatric Nurses Have on the 
Medications They Are Giving,” unpublished Master’s thesis, Loma Linda 
Univea^sity, Loma Linda, California, 1963* p* 51i*
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Medication errors are more frequent than previously supposed,
Nursing servicealthough the cause as yet has not been clearly defined.
administration and nursing education realize that medication errors con-
Much has been done to improve the administra-stitute a nursing problem.
tion procedure of medications but more can be done to ascertain that nurses
cany through these procedures.
II. NEED FOR SAFE IDENTIFICATION PRACTICES
Trends in Drug Therapy
Problems regarding medication safety are of growing concern to
hospitals because of the increased number of drugs being used per patient,
the confusing nomenclature, the specificity of action, the increased
According to Kenna,potency, and the changing concept of medical care.
"these conditions have placed a greater responsibility upon all persons 
engaged, in the dispensing and administration of medications."32
The safe use of medicines today is far more of a problem than it
Many of the new drugs are not only potent thera-was a few .Tears ago.
peutlcally but are capable of doing great harm in over dosages or when
contraindicated through unforeseen reactions developed from allergies of
the patient.
Ninety per cent of the medications used currently have been intro­
duced only within the last twenty years. Forty per cent of these were
unknown five years ago. In addition to the present volume of medications
in use, there are over 300 new drug products being introduced each year.
32r# Regis Kenna, "Drugs at All Hours," Hospitals, J.A.H.A., 
37:77, June 16, 1963. ............. .
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It is estimated that the average life span of a new drug is two to
five years. The turnover rate in medications overwhelms the competence
of the average physician not to mention the nurse whose education and
experience in this area is relatively minimal when compared with that
33of the phamacist or the physician.
These facts should be of concern to the nurses i.n the area of
preparation and administration of medications. The nurse shares along with
the physician and the pharmacist the responsibility for the safe and. effec-
This responsibility can onlytive use of the many new and potent drugs.
be discharged if all the nurses handling drugs are familiar with safety 
controls and use the human measures necessary to make them effective.^
Medication Labels
The nurse who prepares the medications for administration must
not only be concerned with the name of the owner of the medication but
the name of the drug as well.
Nurses reported that they were confused by the fact that many
In semedrugs of the same chemical composition have different names.
hospitals the use of the official or the council names was confusing
when the physician prescribed medications by using the various propria-
Even the supporters of the use of the official ortary or brand names.
council names, for purposes of simplification, find it difficult to
insist on a long and difficult official name such as ,,bishydrox3,'-cou3marinH
-^Sister M. Cassell, "A Nurse Views the Trends in Pharmaceutical 
Dispensing Practices,” Hospital Management, 95*82, June, 1963.
Ralph G. Smith, ”The Development and Control of New Drugs,” 
American Journal of Ihirsing, 62;56, July, 1962.
3h
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when the shorter proprietary name of ^Dic'u^riarol,, was much easier to 
spell and pronounce.^
Compounding this problem of ding identification was the fact that
the nurse must know two weight systems. nIn spite of the fact that for
some time the U.S. Pharmacopeia^ the National Fomulary3 and the New and 
Non-Official Drugs have included only the metric doses, it is still
necessary for nurses to be able to cope with the apothecary system of 
dosages as well.,,3^
Medications are also going through a color-size process of change
both in the capsules and tablet forms. Goodland pictures this problem by
the following examples
Having become used to the white Chloromycetin capsule with 
a blue band around it (which we always knew could be confused 
with the very similar capsule of the sedative Carbital) it is 
now presented to us as white with a green band around or green 
one end and white the other. Tetracycline, once a white capsule 
with a yellow band around it now appears with a blue band, so 
that it can now be confused with Carbital and the "old" Chloro­
mycetin capsule.
It seems evident that the intention behind this color scheme is
to enable quick initial selection. This tends toward a selection by
color and then by label, whereas the only safe way to select is identifi­
cation of the medication label with the physician's order and then double
checking afterwards.
Goodland felt that "it was unfair and irresponsible of the drug
industry, in pursuit of their own ideas and interests, to leave such
•^Margene 0. Faddis, "How Rationale Drug Therapy Affects Nursing 
Duties," The Modem Hospital, 93*9k, July, 1999*
36Ibid.
37Normal L. Goodland, "A Confusion of Drugs," Nursing Times, 98: 
1269, October, 1962.
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resultant chaos to be sorted out by the nurses in the hospitals3 who 
must take the blame if she failed to do so.,r38
Any medication system must take into account human limitations
and weaknesses. Nurses are people with human frailties. Therefore,
attention must be focused on techniques and procedures for adequate
identification which by their very nature and design can reduce the
probability of human misinterpretation and medication error.
Moral and Legal Responsibilities of Nurses
What was considered good nursing practice yesterday may be negli-
In a world where change has been and is the dominant charac-gence today.
teristic, the woik and legal responsibilities of the nurse are changing.
The nurse must keep abreast of these increasing legal responsibilities
in her role in this scientific age in which she lives.
Lesnik and Anderson concluded from a recent twenty-five year study
on civil liability of nurses that a nurse was more likely to be held
liable today than she was ten years ago and that there has been a marked
change in society's willingness to initiate legal proceedings against the
39nurse.
Whatever affects the body of knowledge of nursing or its functions.
standards, and qualifications has legal import for the nurses. The effect
of professional nursing studies and research declarations, identifying
nursing functions, have incalcuable influence upon courts in their deci­
sions.^®
3Sibid.
39Miiton J. Lesnik and Bernice E. Anderson, Nursing Practice and 
the Law, Philadelphia: J. B. Lippincott, 1962, p. 21*9.
Ibid., p. 25>7»1*0
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Currant literature also indicates that the number of personnel
who give and supervise nursing care did not appear so crucial an issue
as the quality of nurses and the nurse’s use of her knowledge, skills,
and attitudes in rendering service to the patients.
The former chairman of the American Hospital Association’s
Committee on Safety was quoted as saying:
All too frequently administration and supervisory personnel 
take for granted that nurses...know their patients and know 
what to do or give them...History, however, past and present, 
indicates that they don't always know exactly whom to treat or 
medicate.. .With the increasing pressures being exerted upon 
hospitals by courts to hold the hospital responsible for the 
acts of their agents, an ounce of prevention is much better 
than defense of legal action brought on behalf of a patient 
who may have been the victim of the lack of positive idsntifi- 
cation.^-1
There is an increased emphasis on preventative medicine today.
This same emphasis must be placed on patient safety rather than after-
the-fact correction in the area of medication errors. Nurses must be
on the alert to recognize possible sources of error in her work and
b2implement safe, precautionary measures.
Hospital Environment
The hospital environment can never be entirely free from hazards.
nor can it achieve perfect behavior in everyone at all times. Therefore,
optimum safety performance can be reached and maintained only be reducing
the hazards to a minimum and concurrently developing employee behavior to
the maximum degree of excellence.
^ISister Elise, D, C., "On-Patient Identification Is Needed," 
Hospital Progress, 39:136, August, 19$8•
h2Anderson, op. cit., p* 69, and Hospital Safety and Sanitation: 
With Special Itefe ence to "Patient Safety, op. cit., p. 2.
22
Adtuinistration should take a long., hard look at the area 
provided for the storage and preparation of medications for 
administration on the nursing unit* The area must be well- 
lighted, quiet, and free of traffic, noise, and confusion of 
the nursing station, if the nurse is expected to perform her 
function safely.^3
Other significant factors found which contributed to medication
(l) poor labeling, (2) the arrangement of drugs in 'the ward 
cabinets, (3) inadequate verification of the patient’s identity, and 
(ii) distractions and interruptions when medication orders were processed
errors wars:
bhand carried out.
Emergency situations that require haste set the stage for mistakes.
Instances of mistaken identification could be quoted many 
times over from medical, hospital, and public press. They 
occur more often than we think. They do not occur because 
hospital personnel are less intelligent or more careless 
than persons in other occupations but because conditions of 
stress in hospitals favor errors in identification. Risk of 
errors are inherent in hospitals. It is doubtful that accidents 
due to haste can ever be completely eliminated from our insti­
tutions. Nevertheless, it maybe possible to reduce to the 
absolute minimum tha chances of mistaking (me patient for
another.
The fact that the patient's bedside has been indicted as the most
dangerous area contradicts the concept of safety and security during
hospitalization. To indict the hospital was to indict the nurse who
contributed to the larger share of the patient's care at the bedside.
h3 R. David Anderson, "The Administrator's Responsibility in 
Preventing Medication Errors,” American Professional Pharmacist, 29:52, 
May, 1963.
LbDavid R. Anderson, "How the Pharmacist Can Promote Safe Drug 
Handling," Hospitals, J.A.H.A., 35:6ij., January 16, 1961; Safren and 
Chapanis, og. cit., p. 66; and "Errors in Medication," American Profes­
sional Phamacist, 22:1115, December, 1956. ’ ”
^Charles U. Letourneau, "Identification of Hospital Patients to 
Prevent Damaging Mistakes," Hospitals, J.A.H.A., 26:92, December, 1952.
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If 90 per cent of the accidents which befall the patient occur within the
bounds of the bedside, it is necessary to examine this area as well as
the activities taking p>lsLce there which could jeopardize the recovery of
I46the patient.
fie commanded and recognized procedures for locating hazards in
hospital are:
1. Periodic and complete inspection of all facilities
2. Analysis of activities of employees to determine safe 
procedures and setting of standards that will promote 
patient safety.
3* Investigation of each accident.U7
Safety Programs to Guide Human Behavior
There are two major factors other than mechanical which cause
(l) physiological causes, such as over fatigue, nervous 
strain, poor selection or placement, poor distribution or workload and 
too many responsibilities; and (2) mental causes, such as carelessness.
unsafe behavior;
emotional disturbances and ignorance. All of these may be caused by
Inpoor training orientation, or changing jobs without further training.
) Rshort, unsafe behavior was attributed to poor management and supervision.
Considering the human behavior factors, the nurse needs to have an
adequate orientation program, adequate on-the-job training with close 
supervision and follow-up, a continuous in-service educational program.
^Hospital Safety and Sanitation: With Special Reference to 
Patient Safety, op. cit., p. 126; and Gertrude Bradbury, "Hospital Per- 
sonnel Safety," Safety Newsletter, National Safety Council, p. 1, 
September, 1962.
h7Hospital Safety and Sanitation; With Special Reference to 
Patient Safety, op. cit., p. 83.
^Gertrude Bradbury, "Hospital Personnel Safety," Safety Newsletter, 
National Safety Council, p. 1, September, 1962.
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and good leadership from her supervisor.
f,The forenmner of any successful patient safety program is the
task of identifying unsafe environmental factors and practices •which may
contribute to patient injury.
Medication nurses are in a key position to help prevent medica­
tion errors since safety is one of the objectives and an integral part of
Without continuous education in safety, safe practices cannursing care.
not become an integral part of the nurse's daily activities. "Many take
drug safety for granted, and are lulled into a false state of compla­
cency by the fact that accidents resulting in serious injury or death to
„5°a patient are relatively infrequent.
Ludlam stated that:
All nursing personnel, newly hired nursing personnel and 
particularly student nurses, must be properly indoctrinated 
in the proper use of the wristband. Many of the nursing 
personnel being hired today in the hospitals are from out of 
state or out of the country where wristbands are not routinely 
used. Even our regular personnel may get out of the habit.
Safety must be promoted and repromoted. Knowing about safety
measures is not enough. A safe individual, according to Stack, is "one
who is well informed, possesses superior skills and desirable attitudes,
and uses these in his everyday activities. Because of the great
number of medication errors made by new members of the health team, it
^Hospital Safety and Sanitation: With Special deference to 
Patient Safety, op. ext.', p."'8^......
^William E. Hassan, "Ensuring Safety in Drug Administration," 
Hospital Management, 81;: 108, September, 195?*
^James E. Ludlam, "Problems of Patient, Identification in 
Hospitals,” Hospital Forum, 14:19* September, 1961.
^Herbert J. Stack and Elmer B. Siebrecht, Education for Safe 
Living, New York: Prentice Hall, Inc., 19li23 p. Ill*
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was suggested that the phamacist should assist in the indoctrination
and in-service training program and hold conferences for the students and
53graduate nurses at frequent intervals on new drugs and procedures.
Through a planned safety program the medication nurse can be alerted to
the hazards of her work and motivated to avoid errors.
Commenting on an editorial on "Continuing Education a Legal
Necessity," The Board of Nursing Education and Nurses Registration of
California stated that:
It was a sad commentary on a nurse’s professional attitude 
when a review of her background, education, and experience 
indicated that the nurse slammed the books shut with great vigor 
the day she graduated.. .never intending to crack another book 
or attend another lecture or watch another demonstration of new 
techniques...In nursing today, as in most other* sciences, to 
stand still is really to retreat. Any registered nurse who 
rests secure in the belief that she has scaled the highest 
pinnacle of nursing education when she received her degree 
or her diploma from the school of nursing was short sighted 
about her professional responsibility and her legal obligation 
to keep abreast of changing patterns of patient care and 
professional service.5k
Today’s rapid advances in medical science, in professional tools.
and procedures required all nurses, even those continuously employed.
to study, to read, and to attend in-service training or extension courses.
This they should do both for their own professional advancement and for 
the good of the public.^
It was the ethical and professional duty of nurses to provide
the hospital patients with a safe environment in their daily round of
53l)avid R. Anderson, "How the Pharmacist Can Promote Safer Drug 
Hs-ndling," Hospitals, J.A.H.A., 35:63-61*, ^armaiyj 16, 1R61.
^Newsletter, Sacramento: Board of Nursing Education and Nurses 
Registration, State of California, June, 1963, pp. 29-30*
%Md., p. n.
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One of the real challenges of the day was to identifynursing care.
behavior which negates a safe environment for the patient, especially in
the area of medication preparation and administration.
III. RECOMMMDED STANDARDS OF IDENTIFICATION
Each hospital must determine its own method of assuring proper
identification of medications and patients. Whatever the method, "the
formulation of definite rules for the preparation and a dmini s t rati on of
n£6medication for the whole issue of patient safety is necessary.
The American Hospital Association recommended multiple identifi­
cation as the only fool proof method. The Commissioners of the Joint
Commission on Accreditation of Hospitals strongly supports all means and
measures, rules and regulations that make the procedure of identification
They stated that:more accurate and secure.
1. The identification system must identify.
2. No system of identification is worth anything unless 
it positively identifies.
3- The indispansible factor for successful use of a system 
for identification is that the hospital personnel use it 
for its intended purpose or in its intended manner. 
Without tils the whole system is nullified.57
Published and recommended rules of procedure fozk nurses regarding
the use of medications, as developed by the Conariittee on Safety Practices
and Procedures of the American Society of Hospital Pharmacists and the
Pharmacy and Therapeutic Committee were:
When pouring medications, the label on the medication 
container is to be read three (3) times:
50Eli Schlossberg, "16 Safeguards Against Medication Errors," 
Hospitals, J.A.H.A., 32:61*, October 1, 1958•
57sister Elise, op. cit., p. 138.
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1. When taking the container from the shelf,
2. Before preparing the dosage, and
3. When replacing the container on the, shelf.
When administering the medication, the patient for whom 
the medication is intended shall be positively identified 
before the medication is administered.
These specific rules of procedure were also stated and recommended
dQin the leading nursing texts on pharmacology and nursing principles.^'7
Right Medication
One of the first things xfhich a nursing student learns is the
absolute necessity of always being accurate with pisdications. The
student must know exactly what medication is to be given, when it is
to be given, and to whom it is to be given. The student must then make
sure that the medication is given to the right person and that the
patient takes it*
MThe administration of medications is one of the most responsible
duties assigned the nurse. It is her duty to see that the drugs are
received by the patient accurately, promptly, and in such a way as to
give the best possible result. Nurses should therefore be intelligent,
^R. David Anderson, Proposed Safety Standards for Hospital 
Medication Procedures,” Arne id can Journal of Hospital Pharmacy, 16:593> 
November, 19591 and HSafeguards for the Preparation and Administration 
of Medications in Hospitals,” American Professional Pharmacist, 21:5^8,
June, 1955* * . — —....
-^Alice L. Price, The Art, Science, and Spirit of Nursing, 
Philadelphia: W. B. Saunders Co., 1959, p. 6hii; Bertha! Hamer and 
Virginia Henderson, Textbook of the Principles and Practices of Nursing, 
New York: The Macmillan Company, l9f?5>j p. 697; Elsie Krug, Pharmacology
The C. V. Mosby Company, I960, p. Il2{ M. Estherin Nursing, St. Louis:
McClain and Shirley Cragg, Scientific Principles in Nursing, St. Louis:
The C. V. Mosby Company, ppT 21*7~2ii8; Signe S. Cooper, "Guides for 
Giving Medications,” R.N., 22:51-52, June, 1959; and "Medicines by Mouth,” 
Nursing Times, 56:131^> October 21, I960.
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„60interested and alert when dealing with medications.
It was a well established fact that a person’s attitude influences
A nurse may read ahis perception and interp etation of a situation.
correctly written medication order, prepare the medication and yet
administer the medication to the wrong patient by error, and than chart
the drug as having been given correctly.
Sometimes emergencies are created because a nurse did not read the
label properly and the wrong medication was given. Only by following the
basic rules for drug administration will the right drug be given to the
right patient, at the right time, in the right dosage, and in the right
method.
Medication policies in the hospital have been developed to protect
the patient but errors continue to occur because nurses fail to follow
Faddis stated that ’’the hospitals should take note of theprocedures.
Some of these p ractices may well be hinder-practices within their walls.
ing rather than aiding their objectives of the best possible care of the
.,61patients.
With changes and improvements in techniques of medical care, new
hazards will be constantly developing, but if positive identification
techniques are given practical application there should be a reduction
rather than an increase of medication errors#
Right Patient
Unfortunately the complaint that patients admitted to the hospital
lose their identity is often true. Not only do they sometimes lose their
^’’Medicines by Mouth,” Nursing Times3 5>6:13l£, October 21, 1S?60. 
^-Faddis, o£. cit., p. 96.
2?
identity but they may gain a new ons. "The margin of error in identi­
fying patients is still great for- reasons that are both mechanical and
62human.11
Nearly half of all the medication errors were directly due to
improper identification. Where positive wristband identification has
been used on all the patients, errors of identification have almost been 
eliminated, according to Ludlam,^
The American Hospital Association recommended that hospitals
consider two forms of identification on all patients: the verbal and the
physical. It was felt that the verbal method alone is insufficient be­
cause of errors in addressing patients who are either not in possession
of their full faculties or -who do not understand because of age or lan­
guage difficulty. The physical method of identification, wristband 
identification, .replaces the patient's name on the door or the bed.
Other articles cited many cases where patients had incorrectly
answered hospital personnel whan only the verbal identification method
The tendency toward answering to the wrong name was especiallywas used.
a problem among children and the elderly patients.
Too many nurses have learned the hard way that it is 
possible to call a patient by name before giving a medica­
tion, only to discover on one occasion that the patient 
who answered was not the person for whom the drug 
intended.^
was
^Fmncis Ginsberg, "Casual Identification Systems Are an Invita­
tion to Trouble," The Modern Hospital, 99i112, December, 1962.
•'James E. Ludlam, "Collective Action on Incident Reports Gives 
California Hospitals a Guide to a Planned Safety Program," Hospitals, 
J.A.H.A., 29»JO) December, 195>5>»
^"Patient Identification," Hospital, J.A.H.A., 32:94, July 1, 
65>Faddis, op. clt., p. 96.
195>8*
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Mot making any verbal or physical identification of the patient
but relying totally on memory is regarded as carelessness and an utter
disregard for the patient’s safety. Carbury stated?
Never need a nurse, nor any hospital personnel rely on 
memory as to the patient's identity, for a look at his 
wristband gives the exact information. However, a chain 
is only as strong as its weakest link, and no matter how 
accurate the identification band is, if the nurse doesn't 
look at it, it is useless. 0
Identification practices in hospitals may differ widely, but
whatever the method it should include the placing of the patient's name
This method should be uniform throughout the hospitalon his person.
and be consistently practiced.
IV. MEDICATION DISPENSING PROCEDURE OF SELECTED HOSPITAL
A new method of dispensing drugs was used in the selected hospital.
In judging this method the most Important consideration is the safety it
provides for the patient and its relation to the total safety program of
the hospital.
The new system of dispensing drugs has only recently been avail- 
It was first introduced in 1961 with many claimsable to hospitals.
being made for its superior safety# Hospitals are giving this system
serious consideration in their efforts for overall improvement of drug
distribution.
Efforts to render a more personal pharmacy service to the patient
and to reduce medication errors led to the development of the new drug
The use of mechanised labeling was an endeavor todispensing system.
^Lorraine J. Carbury, "Positive Identification of Patients Is 
Imperative," Tomorrow's Nurse, IjslQ, August-September, 1963.
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label and positively identify drugs until they reach the patient’s
67bedside.
In considering the safety controls in the dispensing processes of
any system* it should be remembered that medication errors constitute a
The most common medi-major cause of patient accidents in the hospital.
cation error involved medication being given to the wrong patient# Under
the new system of dispensing* the medications are still poured and admin-
The patient still relies on the careistered by the hands of the nurse.
and the safety that is exercised by a well informed nurse.
Some of the safety controls set forth by the new system of dispensing
to reduce medication errors are:
Each individual patient’s medications are stored separately 
in clearly labeled and identified drawers.
Each package of dispensed medication from the drug station 
is clearly prelabeled for easy comparison with the order. 
Medications are tiered on nesting devices for better visi­
bility and to minimize errors due to improper identification. 
Better visualization of stock supplies because of tiering 
and labeling reduces medication errors both in selection of 
the proper drug and its return to the assigned place.
The preparation and pouring of medication for each patient 







Nurses’ response to the utilisation of the new system of dispensing 
with relation to the procedure of medication preparation and administra­
tion which made the identification process a problem were:
°7 Clift on J. Latiolais* ’’Program Excellence into Your Activities*” 
Hospital Management* September* 1962.
fr°Thomas A. Manzelli* ’’Utilization of the Brewer System in the 
Controlled Distribution of Medications within the Hospital*” Amar-lcan 
Journal of Hospital Pharmacy* 18:561-^66* September* 1961.
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1# The patient's visitors distracted the attention of nurses 
when the medication dosage was being prepared.
2. Because of the lack of a light on the cart or overhead 
lighting in the patient's room, the medication had to be 
prepared in the corridor during the evening and night tour 
of duty.
3. Lack of familiarity with non-proprietary 
posed a difficulty to some.^9
names of the drugs
Designated Procedure
The new system of drug dispensing consists basically of two major 
pieces of equipment: (l) the drug station and (2) the drug cart.
The drug station is an electronically controlled storage device, 
holding ninety-six prepackaged medications. Three identification plates: 
(1) patient's name plate, (2) the medication's plate, and (3) the nurse's
shuttle before thekey plate, has to be inserted into the machines
medication nurse can activate the order button to obtain the necessary
medication with the printed data from the addressograph plates on the
The nurse affixes this label to the dispensed medication package 
and places the medication in the patient's drawer of the drug cart.*^
label.
The drug cart is a self contained unit on wheels. The apparatus
contains separate drawers for each of the patient's medications. There
are separate storage drawers for stock supplies and narcotics. The top
of the cart is utilised as a working area for the nurse in the preparation
There are deep storage wells on this top deck for theof the medication.
storage of larger bottles and supplies. The drawers of the cart are
^Gilbert I. Simon and Hichard K. Slavin, "A Preliminary Report 
on Medication Dispensing Station with Strip Packaging," .American Journal 
of Hospital Pharmacy, 20:15, January, 1963.
7Cursing Procedure Manual, Fullerton:
Engineering Corporation, 1961, p, 3*
Brewer Pharmaceutical
33
secured by a master lock, while the narcotics drawer is secured by an
71additional lock*
A visible kardex system is used which eliminates the use of the
traditional medication cards. When 'the hour for the dispensing of
medication arrives the assigned medication nurse consults the medication
kardex rand, notes the circle around the appropriate hour for the medi­
cation, and chen pushes the cart into each patient’s room during the
medication round when administering medication to the patient.
In the room, the nurse consults the medication order on the
kardex rand for the drug to be given at the particular hour, and opens 
the patient’s drawer, checks the name of the medication label three (3)
times, as required, and then checks the patient’s wristband to verify
that he is the right patient before administering the medication to him.
After giving the medication, the nurse initials the transaction
in the space allotted on the medication kardex sheet, and then proceeds
to the next patient’s bedside until she has administered all the medica­
tions for the designated hour.
Modified Dispensing Procedure
The new system for drug dispensing utilized by the selected
hospital is basically the same as the pi-ocedure described above except
for one variation. This variation was made because hospital facilities
do not permit easy maneuverability of the drug cart to the bedside of
each patient. Therefore the designated procedure is to wheel the cart
down the corridor and stop at each patient’s door.
71lbid.; and Manzelli, op. cit., p. 5>6l.
3k
The nurse consults the indication older on the kardax rand for
the drug Older and then prepares the medication in the corridor, 
checking the label of the medication three (3) times., the nurse proceeds
After
to the patient's bedside with the medication. The medication is adminis­
tered after checking the patient1s wristband and addressing the patient
by his name.
With this modified dispensing procedure there are no labels of
identification for the prepared medication to designate which patient is
to receive the medication in a multiple bed unit. Unless the nurse
labels the medication with the patient's name she has to rely on her
memory in order to administer the right medication to the right patient
in rooms which have two or more patients.
The standards of medication procedure and identification in the
selected hospital include the traditional medication card system. Since
the introduction of the new system of dispensing, without the use of the
identifying medication card, there has been no written revision of the 
medication procedure which requires proper identification of the patient 
with a labeled medication card.?2 However, the nurses were advised to
use a prestamped identification label xdth the patient's name on it
when talcing medication from the cart to the patient's bedside. This
suggested procedure was observed on two units but was not consistently
adhered to by all medication nurses.
Is there safety for the patients in a system in *$iieh the medica­
tion nurse must rely on her memory for proper patient identification
before administering the medication? Do not disturbances and confusion
“^Nursing Techniques, Lana Linda: Loma Linda Sanitarium and 
Hospital, 19&2, p. 227*
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in the hospital corridor during the medication rounds distract the
nurse?
Hospital safety in medication dispensing depend on proper identi­
fication of the patient and the medication. Modern equipment designed
to reduce medication errors does not automatically insure safety measures
for the patient, if it is used in such a way that a chance of error exists.
It is therefore profitable for hospitals to examine their identification
practices in dispensing medications, because medication errors alx^ays
reflect on a hospital and its identification methods.
V. SUMMAKT
Literature was reviewed to find similar studies on identification
methods in the preparation and the administration of medications and to
survey related material in the area of medic at io n errors and of patient
safety.
The full extent of the frequency of m3 dicat ion errors was not
known because hospitals were reluctant to publish their own studies and
nurses1 reporting procedures were incomplete. Studies surveyed on medi­
cation incidents revealed that the most common medication error was
administering the wrong medication to the patient, and this occurred
because nurses failed to follow accepted standards of identification of
the patient and the medication.
Problems regarding medication safety were a growing concern to
hospitals because of the increased number of medications per patient.
the confusing nomenclature, the changing concepts of medical care, and
the frequency of medication errors. Current trends in the area of drug
36
therapy have placed a greater responsibility for patient safety upon the
nurses engaged in the preparation and the administration of medications.
The patient's bedside was considered the most dangerous area within
the hospital environment because 90 per cent of the accidents and most of
It was suggestedthe medication errors occur at the patient's bedside.
that apy successful patient safety program should be preceded by identi­
fication of unsafe environmental factors and practices which contribute
to the patient's injury. Medication nurses were in a key position to
reduce medication errors sines safety measures are an integral part of
nursing care.
Basic fundamental safety principles for madication and patient
identification were set forth and accepted as standards of procedure by
leading authorities in the nursing, pharmacy and hospital fields.
The new medication dispensing system utilized by the selected
hospital was presented and. discussed in order to clarify the procedure
of preparation and administration of medications for the purpose of this
study.
CHAPTER III
METHOD OF APPROACH AKD COLLECTION OF DATA
I. METHOD OF APPROACH
The maintenance of safe nursing practices regarding medication
dispensing is essential to the operation of a hospital. The problem of
this study was to find out what factors within the work situation of
the nurse in the selected hospital contribute to the frequency of medi-
This was to be accomplished by finding out the identi-cation errors.
fication method used by selected graduate nurses in the pi’eparation and
administration of medications.
The descriptive survey was used as the method of research in this
study of factors of identification contributing to medication errors.
because of its adaptability to this type of investigation. An observa­
tional check list was the research tool used to collect this data.
The director of nursing service and the hospital administrator of
the selected hospital were contacted and permission was granted to con­
duct this study. The objective of the stucy was explained and the bene­
fits that may result were pointed out. Details were worked out with the
unit supervisors for the observation periods.
The nurse participants were not given any preliminary notice prior
to the dair of observation. The selected medication nurse was approached
by the observer who introduced herself. The nurses were individually
told that the observation was for the purpose of a research study and




The real purpose of the observation was withheld in order to
obtain an unconditioned response from each of the nurses. Whether the
nurses who participated understood the real purpose of the study during
No effort was made tothe course of the observation period was unknown.
question the nurses in order to avoid revealing the real purpose of the
study before all the data were collected.
II. DEVELOPMENT OF THE OBSERVATIONAL CHECK SHEET
The rules of procedure for the nurses are the standards of iden­
tification for the preparation of medications as recommended by: (l) the 
Committee on Safety Practices and Procedures of the American Society of 
Hospital Pharmacists, (2) the Pharmacy and Therapeutics Committee, and 
(3) the leading nursing texts on pharmacology and nursing principles.^8 
The accepted standard of identification expected of the nurses whan 
preparing the medication is to read the label three times:
1. When taking the medication from the drawer,
2. Before preparing and measuring the dosage,
3. Before replacing the medication in the drawer.
In this study these three steps (the three check method) were
used as the standard medication identification. If the nurse used any
two of the three steps, the procedure was classified as “the two check
method.,, When only one of the three steps was followed, the method was
classified as nthe one check Piethod.n If the nurse failed to identify
73"proposed Safety Standards for Hospital Medication Procedure, ^ 
op. cit., p. $93$ "Safeguards for the Preparation and Administration of 
Medications in. Hospitals," og, cit., p. $h8; Price, og. cit., p. 6U15 
Hamer and Henderson, og. cit., p# 697; Krug, og* cit., p. 112^ and 
McClain and Gragg, og* cit., pp. 2l47~*2!j8.
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the medication by any one of the three steps in the standard procedure.
this method was classified as ’’no check at all.”
Patient Identification
The standard of patient identification expected of the nurses
was taken from the nursing procedure manual of the hospital selected.
When administering the medication to the patient the nurse was to:
Check the patient’s name on the wristband, and 
Have the patient answer to his name.
1.
2.
The use of both of these steps constituted the standard method
of patient identification for this study. When any other method of
patient identification was used the data were classified under that
Miai the nurse did not attempt any identification of the patientmethod.
before administering the medication, this method was classified as ”no
patient identification.”
Observational Check Sheet
An observational (heck sheet (Appendix A) has been developed as 
a research tool for gathering data using the standards of identification
recommended as outlined on the proceeding page along with the possible
deviations in method which the nurses may follow in the preparation and
administration of medication.
The observational check sheet was divided into two vertical sec­
tions: (l) for medication identification methods, and (2) for patient
identification methods. The check sheet was organized to include both
Thisthe medication and the patient identification on one sheet.
^Nursing Techniques, Loraa Linda: Loma Linda Sanitarium and 
Hospital,” 19^2, p. 2£d.
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arrangement enabled the observer during the research to make a quick
check and eliminate the need for writing* thus reducing distraction to a
minimum. The check was coded to prevent disclosure of the real purpose
of this study.
Five areas of classification for medication identification
were chosen. These were: (l) SC for the standard check which represented 
the three check methodj (2) TC for the two check method; (3) PP for the 
prepoured medications which were administered without preparation being 
observed; (!.«) LABEL for the identification the nurse applied to the 
prepared medication before administering it; and (5) MISCELLANEOUS to
record all other methods of identification observed which had not been
anticipated.
Six areas of classification for patient identification were chosen. 
These were: (l) WBN for the standard patient identification method which 
included checking the wristband and asking the patient his name; (2) WB 
for the method of checking only the wristband; (3) N for the method of 
only asking the patient’s name; (k) BL for the bed label identification 
method where such labels were in use within the hospital; (5) NI for no 
identification when such was observed; and (6) MISCELLANEOUS for all 
other methods of patient identification attempted which had not been 
anticipated.
Pilot Study
A pilot study was conducted to determine the validity of the obser­
vational check sheet. Five full-time nurses who were being utilized as
part-time medication nurses participated in the pilot study.
The results of this study in dicab ed a need for the addition of a
hi
misesllaneous column for identification methods in both the medication
and patient identification sections. This provided space for recording
identification methods not anticipated by the observer. The addition of
this miscellaneous column constituted the only revision in the research
tool in collecting data for the main study.
III. SELECTION AND OBSERVATION OF NURSES
Selection of Nurses
Nurses participating in 'this study were members of a 185 bed
general teaching hospital #iich had the new system of dispensing medication
on all of the units. Twenty-two nurses were selected from the nursing 
schedule by the observer because they; (l) were assigned to dispense 
medications on the various units of the hospital;: and (2) met the 
requirement of having had a day off prior to the observation period.
Bach selected nurse was observed on three different occasions.
The selected medication nurses were observed darings (1) the first
medication round after a day off; this was considered as round one;
(2) the second medication round midway in her first day back on duty; 
this was considered as round two; and (3) the first medication round on
her second or third day on duty; 'this was considered as round three.
The selected medication rounds were chosen to determines (l) if
the nurses would adhere to the standard procedures after having been off 
duty from one to three days; and (2) whether the nurse would modify the
procedures as she became familiar again with the medications and the
patients after the first or second medication rounds*
Some of the selected nurses on the smaller units functioned as
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team leaders and as head nurses in addition to dispensing medications.
On the larger units the medication nurse had only the assignment of
On the larger units theredispensing medications during the tour of duty.
were periodical rotations in work assignments which made the selection of
Observation of the nurses was furthernurses for the study difficult.
complicated when the nurse’s assignment to medications was uneixpectedly
changed and the replacement nurse did not meet the stipulated criteria
As a result of such changes the totalof selection for observation.
number of nurses observed was reduced from the initial twenty-two to the
final seventeen nurses.
Observation of Nurses
Because of the tendency on the part of some medication nurses to
prepour medications ahead of schedule, the observer either had to arrive
on the units earlier than the designated time for the medication round
or the identification method for the prepoured medication was not observed.
This consequently reduced the number of medications which the observer
could check for identification methods.
The medication nurse was followed and observed during the entire
medication round. The identification method used for each medication
Theprepared was noted and recorded on the observational check sheet.
nurse was then followed into the patient’s room and the method of patient
identification was observed and recorded. Each medication prepared and
administered to the patient was noted and recorded at each point through­
out the entire medication round.
The number of medications prepared and administered on any observed
This variation was due tomedication round varied from unit to unit.
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several factors(l) the type of patients and their medication orders 
at the- given titne> and (2) the census of the unit at the time of obser­
vation. Ho attempt was made to select the observational periods accord­
ing to the medication load on any of the units. Medication nurses from
each of the units were used in the study in order to obtain an overall
representation.
The nurses' acceptance of the observer was made easier by the
fact that she was wall known to the majority of the nurses. A friendly 
relationship was maintained throughout the observational period. Sig­
nificant statements made by the medication nurse which contributed to
the problem of the study were recorded after the observer left the unit.
IV. SUMMARY
This chapter was concerned with a description of the method used
for collecting data about factors contributing to errors of medication
aid of patient identification in the preparation and the administration
of medications. The development of the observational check sheet was
described. The procedure for the selection and observation of the
medication nurses was discussed.
CHAPTER 17
PRESENTATION AND ANALYSIS OF DATA
The purposes of this study were: (l) to determine specific factors
that contribute to medication errors during the identification process of 
the preparation and administ rati on of medicine; and (2) to present these
findings as an aid to minimize or eliminate those factors which contribute
to medication errors in order to promote patient safety.
The descriptive survey method of research was used to secure the 
data for this study. The observational check sheet (Appendix A) was the 
research tool for gathering these data#
I. MEDICATION IDENTIFICATION
Methods of Medication Identification
The standard medication identification method has been defined in
Chapter I and was developed on the basis of literature review. The
accepted standard of identification for nurses in the preparation of
medication is to read the label three times:
1. Mhen taking the medication from the drawer,
2. Before preparing and measuring the dosage, and
3. Before replacing the medication in the drawer.
For the purpose of this study all three steps in identifying the
medication was to be the standard three check method. The use of only
two of the three steps was classified as the two check method. Whan
only one of the three steps was applied this method was classified as
the one check method. If the nurse failed to identify the medication by
any one of the three steps of the standard medication identification
1*4
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procedure * this was considered as no check at all.
The method of medication identification ich was observed for
each medication prepared was noted and recorded under one of the preceeding
The gathered data were converted to percentages on performan-categories.
Each nurse's average performance withinces within each classification.
each category was derived from the total medications prepared during the
The group’s average performance in each cate-three observational periods.
gory was derived from the total of the individual averages and divided
Since the number of medicationsby the number of nurses in the study.
given by each nurse was not constant and since the findings of this study
may at some tire be compared with later studies, the data have been
presented in individual and group percentages.
From Table I it can be seen that theStandard Three Check Method.
nurses used the standard three check method of identifying medications 
from 0 to 75 per cent of the time. Thirteen (?6 per cent) of the nurses 
utilized the standard three check method less than 50 per cent of the
All, except one nurse, used the standard three check method duringtime.
Out of the total of 933 medica-30me part of the period of observation.
tions prepared, the group’s average in the use of the standard three check 
method was 26 pesr cent. This would indicate that the nurses were not
taking adequate precautions in medication preparation in keeping with the
recommended standard of medication identification.
Two Check Method. The most frequently observed method of identi-
This method of identification wasfication was the two check method.
utilized 36 per cent of the time. The nurses used the two check method
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TABLE I
SUIMAHI OF EACH NBfiSES1 AVERAGE PEl^FOHMCE 
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from 12 to 62 per cent of the time. Eleven or* 6h per cent of the 
nurses practiced the two check method over 2$ per cent of the time.
One Check Method. The one check method was used from 0 to ?1 per
cent of the time for medication identification. It was noted 'that where
the one check method was utilized in larger percentages, the nurse’s
standard three check method of identifying medication was cornmansurately
low. The group used this method 13 per cent of the time, and 70 per cent
of the observed nurses resorted to the one check method.
Mo Check Method. From 0 to 31 por cent of the time no checks
ware made to identify the medication by reading the label. It was
observed that those nurses who did not check the medication by reading
the label also were low on the standard medication identification method.
P repoured Me die at ions. Medication which was prepoured and unob­
served at the time of preparation accounted for 21 per cent of the total 
medication administered in this study. These prepoured medications were
prepared ahead of the scheduled time #1(31 they were due. Provision for
this category was merely an attempt on the part of the observer to account
for those medications administered to the patient and yet not obseirved
during their preparation.
Medications Labeled. The medication dispensing system used in the 
selected hospital did not make provision for labeling the medicine after 
There were attempts on the part of li| (82 per cent) ofit was poured.
the nurses to label the prepoured medication after it was poured. Mo
uniform procedure for labeling was observed.
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Comparison of Medication Rounds for Medication Identification
Each nurse was observed on three different occasions in order to
obtain a survey of the methods used for medication identification:
(1) the first medication round after a day off was considered round one;
(2) midway on the first day after a day off was considered round two; and
(3) the first medication round on the second or third day of duty was
considered round three.
These medication rounds were chosen for the purpose of this study 
(l) whether the medication nurses would adhere to 'theto determine;
standard medication identification procedure after a lapse of one to 
three days from duty, and (2) whether the nurse would modify the identi­
fication procedure after she had become familiar with the medications
after round one.
According to the data presented on Table II the nursesRound One.
utilized the standard three check method for medication identification
26 per cent of the time on round one.
1*2 per cent, the one check method 11 per cent, and no identification 
k per cent of the time.
The two check method was used
Fifteen per cent of the medications were pre­
poured and unobserved for method of identification.
During round two (which was midway of the first day 
after a day off) the standard three check method was used by only 19 per
This was the second medication round for the nurses
Round Two.
cent of tfe nurses.
The two check method was utilized 36 per cent, the one 
check method 1? per cent, and no check was observable in 5 per cent of
after a day off.
During round two there were 17 per cent pre-the medications prepared.
poured medications which were unobserved.
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TABLE II
COMPARISON OF MEDICATION IDENTIFICATION METHODS 
FOR THREE MEDICATION SOUNDS
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After the nurses had been on duty for two or threeRound Three.
days following a day off,, the standard three check method usage increased 
The two check method was used 35 per cent of the time.to 32 per cent.
the one check method decreased to 9 per cent, and the no check method was
Fifteen per cent of the medications were pre-almost up to 7 per cent.
poured and unobserved during round three.
The standard three checkComparison of Rounds One, Two, and Three.
method decreased 7 per- cent from round one to round two while the one 
check method increased by 6 per cent. Did the performance from round one
to round two indicate that the nurses engaged in the preparation of medi­
cation were not adhering to the standard three check method after becoming
familiar with the medications? The standard three check method as observed
on round three increased over its use during round one by 6 per cent and
that of round two by 13 per cent. Does this reversal of perfomance
suggest that the nurses were attempting to improve in their identification
procedure by doing what was expected of them while under observation? Is
the pattern seen in rounds one and two the nurses* regular method of iden-
Is the change thereafter the nurses* attempts to follow pro-tification?
Could the change in round three be due to thecedurs expected of them?
intelligent reaction and response on the part of the nurses?
The standard error of the sampling was checked by Mainland’s
Graph I on the Binomial Confidence Limits with a 99 per cent band of
75 According to the determinations and interpretations made.probability.
the standard error in the sampling percentages was found to be only ± 3
This indicated that the figures obtained and seen on the three medi-cent.
75Donald Mainland, ’’Graph I of Mainland: Elementary Medical Sta­
tistics, ’* Elementary Medical Statistics, Philadelphia: ¥. B. Saunders 
Company, 1952, insert, no page listing.
cation rounds were fairly accurate and reliable for this sampling.
Therefore could the probable explanation for the change seen oxi round
three be attributed to the intellectual reaction and response of the
nurses to the observation?
Observation Summary
The following observations and voluntary comments from the medi­
cation nurses revealed the following information during the course of
the study.
It was observed in one instance when a medication container did
not have an identifying label, the nurse stated that she was assured as
to what the medication should be on the basis of its color and shape.
Without further checking with the pharmacist, the nurse poured and
Was the nurse relying onadministered the medication to the patient.
her past experience in identifying this unlabeled medication rather than
having positive identification? It was also noted that this same nurse
repeatedly prepared medications by using the one check method and the
no check method.
Wurses who prepoured the medications frequently commented that
this was done to save time cm the medication rounds. A few of the
nurses who prepoured medications were observed later to attempt to
identify the medications by color and shape with the written order on
the medication rand rather than by the medication container.
When the drug cart was not utilized the medications were carried
to the patient's room with or without an identifying label on the medica­
tion. If the medications were labeled, this was done by writing the
patient's name or the room and bed number on the bottom, side or inside
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of the medication cup. On occasions several medications were placed
around one slip of paper which contained the patient1 s name or room
The nurse found it necessary to rely on her memory to knownumber only.
where each patient’s medication was placed on the tray to correspond with
the identification label.
During the total period of observation it was noted that several
potential medication errors were averted because the patients were alert
enough to question the medication being administered. In each instance a
check of 'the nurse’s particular method of identification revealed that
in each case there had been only one check or no check made in the
Is the one check method or the reliancepreparation of the medication.
on color or shape for identification a safe procedure for medication
nurses to use while preparing medications?
All the nurses were familiar tilth the standard three check method
of medication identification and used it to a greater or lesser extent.
The one nurse who did not use the standard three check method at all was
a graduate who relied on her knowledge of the color and shape of the
medications because of the routine usage of these medications on this
unit.
The reasons for each nurse’s deviation from the accepted standard
of medication identification were not sought in this study. The data
presented in Table I showed a marked tendency among 'the nurses who did
not utilize the standard three check method to resort often to other-
methods of checking medications a larger percentage of the time.
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Summary of Medication Identification Methods Observaci
The group averages indicate that the nurses utilized the standard 
three check method of medication identification only 26 per cent of the 
time. The most frequently used method of medication identification was
the two check method. Other identification methods ware used by 12 
(?0 per cent) of the nurses.
The comparison of the medication identification methods observed
during the three medication rounds showed that the use of the standard
three check method decreased from round one to round two by 7 por cent.
Were the deviations from the accepted standard of medication iden­
tification influenced by the individual attitudes of the nurses? Was
there a conditioning of behavior toward medication routines? Was there
an inclination to act in accordance with past experiences and to rely on
familiarity with medications? Did each nurse feel chat she had made
adequate medication identification regardless of the method selected?
Factors in the identification process during the preparation of
(1) themedications which would contribute to medication errors were;
use of the one check and the no check method in identifying medications,
(2) the infrequent selection of the standard three check method as revealed 
by the low percentage of its use among the group, (3) the tendency to 
pour and then inadequately label the medications before talcing them to 
the patients, and (k) the tendency of the nurses to rely on memory of 
the medication’s color, shape and size as a means of identification.
II. PAT IMP IDENTIFICATION
Methods of Patient Identification
The standard patient identification method as defined in Chapter I
5h
was taken from the selected hospital's nursing procedure manual. When
administering the medication to the patient the nurse was to:
!♦ Check the patient5 s wristband and 
Have the patient answer to his name •2.
The use of both of these steps constituted the standard method of 
patient identification for this study. Other methods of patient identi~ 
fication noted were recorded under the categories of: (1) the use of the 
wristband only, (2) the use of the patient’s spoken name only, (3) the 
use of the bed label, (h) no identification at all, and ($) other methods, 
under which title were listed the use of the door, tray table, and water
pitcher labels.
Patient identification methods were also compared by percentages.
as the nurses did not administer the same number of medications or contact
the same number of patients. Therefore to compare individual and group
performances the data were computed by th® percentage basis, as in the
The nurse’s average performance in eacharea of medication preparation.
category was derived from the nurse’s respective percentages for each of
the three medication rounds. The nurses’ average performances were
totaled and divided by the total number of nurses in the study to obtain
the average for the group’s performance.
Standard Patient Identification. Table III showed that out of the
i possible 668 patients contacted, the standard method cf patient identifi­
cation was used from 0 to 75 P^r cent of the time. Twelve or 70 per cent 
of the nurses applied the standard method of patient Identification to 
adequately verify the patient’s Identity lass than 50 per cent of the time 
when administering the medication. The group’s average performance
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TABLE III
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7.69 71.15 15.38 521 0 01.92 0 17.30
1.56 1.56 65.62 61*29.6812.052 0 0 0
51.66 5.00 6.66 608.333 0 033.33 0
h 26.66 60.00 150 0 0 00 13.33
5 lii.28 2.Oli 1*0.81 ii.Q8 1*0.81 h90 0 0
6 16.00 52.00 250 32.00 0 0 0 0
52.00 257 12.00 20.00 0 0 0 0 0
8 1*6.6651.11 1*520.000 0 2.22 00
56.66 6.66 1*6.66 6.669 0 0 0 10.00 30
75.00 8.338.33 1*1.6610 0 0 0 120
6.66 57.77 1*511 2.22 0 0 0 0 33.33
21.1*3 7.11* 7.Hi35.71 lt3.57
17.61*
11*12 0 0 0
1*2.17 6.81*9.8013 30.39 0 1020 0
Hi k*$h 52.27 
21*. 13
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Total6.7627.76 1*1.36 6.31* 1.61 23.1490.21*0.13 668
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revealed that nurses utilized the standard wristband and name cheek as
the means of identification 27 per cent during the 668 patient contacts
made.
Wristband. The nurses used this method (checking only the patient!s 
wristband) from 0 to i|2 per cent of the time. The group’s average per­
formance with this method as the only means of identification of the 
patient was 6 per cent. Only four nurses utilized this method more than
10 per cent of the time.
Patient’s Hame. The most frequent method of patient identifica­
tion practiced by the nurses was that of speaking the patient’s name. 
The group used this method 1*1 per cent of the time, 
applied this method from 8 to 71 per cent of the time.
76 per cent of the nurses resorted to the use of the patient’s spoken
Individual nurses
Thirteen or
name for identification purposes from 30 to 70 per cent of the time.
The group’s average use of this means of identification was l^l per cent 
out of a possible 668 patient contacts.
Bed Label. The group used this method of patient identification 
There were 7 (ill per cent) of the nurses using6 per cent of the time.
ihis method. Of these seven nurses* only four nurses utilized this 
method from 13 to lj.1 per cent of the time. Ten nurses did not use this
method at all. Not all the units used this labeling procedure.
Door Label. The door labeling procedure was also not consistently 
used on all the units. Where it was utilized only b nurses were found
utilizing this method of patient identification from 1 to 12 per cent of
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Sine a thirteen of the nurses did not practice this method ofthe time.
patient identification, the group’s average in this area was one per cent.
Tray Table. In order to identify equipment belonging to a
patient’s bed area the tray tables were labeled with each patient’s
name but are not intended by the hospital to be used as a means of
patient identification. As a means of checking patient identification
these labels were used only 2 per cent of the time*
The water pitcher label was used by one nurse asWater Pitcher.
a means of checking patient identification 1* per cent of the time, 
water pitcher labels were not intended by the hospital to be used as a
The
means of patient identification.
Wo Patient Identification. Wo patient identification was made in
23 per cent of the patients contacted. All but two nurses were found to
be practicing no identification technique whan administering medications
In such instances there were frequently no verbal communito patients.
cations made with the patient and no attempt was made to identify these
Where no identifi-patients by any method discernible to the observer.
cation was made by the nurse it appeared that the nurse must have been
relying on her previous contacts with the patient and her memory of the
This tendency to rely on memorypatient to establish identification.
and familiarity with the patient through previous contacts was evident
by the fact that this method ranked a close second as the most frequently
used method of patient identification, 
did not identify the patient by any visible method from 28 to 52 per cent
Half of the nurses in the study
of the time.
53
It was noted that the majority of the nurses who frequently
utilizsed no identification of patients also ware low in the use of the
standard patient identification method. They were among the group who
frequently used the patient’s spoken name or no identification at all.
This would suggest that some nurses were not oriented to the need for
practicing patient safety when administering medications.
Another comparison of the nurses’ average patient identification
methods may be seen in Appendix B. These data present the percentages
of those using one method more than another, or using no method to
establish the patient’s identification.
Comparison of Medication Rounds for Patient Identification
In order to obtain an adequate survey, each nurse was observed on
three different occasions. Each period of observation for patient
identification was concurrent with that utilized for medication identi­
fication, inasmuch as the nurse was followed through the cycle from the
preparation to the administration of the medication.
The selected medication rounds were chosen for the purpose of this 
(l) if the medication nurse would adhere to the standardstudy to see:
patient identification procedure after an absence from duty from one to 
three days, and (2) whether the methods of identification would change
as the nurse became more familiar with the patients after round one*
There was no attempt made to differentiate between the newer
patients and those iho had been there before the nurse had a day off. It
was assumed that the daily admissions and discharges would balance the
number of new patients with those patients who had been there for a longer
period of time and with whom the nurse was more familiar.
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According to the data presented on Table 17 theRound One.
nurses utilized the standard patient identification of checking the 
wristband and speaking the patient’s name 1*1 per cent on the first medi-
The wristband as the only means of identication round after a. day off.
fication was used 5 per cent., the patient's spoken name 29 per cent* the
bad label 7 per cent, the door label 3 per cent, and the tray table
label 3 per cent of the time. The method of no patient identification
was practiced 21 per cent of the time.
Round Two. The second medication round was the midway period on
the nurse’s first day of duty after a day off. Here the standard patient 
identification was used only 19 per cent of the time. The xcristband was 
checked 6 per cent of the time, the j^stient’s spoken name 1*9 per cent, 
the bed label 1* per cent, and the door label one per cent. Since round 
two was the midway period of the first day and also the second major 
medication round for the shift, the nurses were practicing no patient
identification method 23 per cent at this time of the shift.
The third medication round was the nurse's firstRound Three.
medication round on her second or third day of consecutive duty. The
standard patient identification method increased again to 2? por cent. 
The use of the wristband was 7 pQ*0 cent, the patient's spoken name 1*1 
per cent, the bed label 8 per cent, the door label 1* per cent, and the 
water pitcher label 16 per cent. No patient identification was observed
in this round 20 per cent of the time.
In comparing patientComparison of Rounds One, Two and Three, 
identification methods observed during the three medication rounds.
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TABLE I?
COMPARISON OF PATIM IDENTIFICATION METHODS 
FOR TEPEE MEDICATION ROUNDS




Name Bed Door Tray Water No
Spoken Label Label Table Pitcher Check
Round One 






6.37 1*9*33 1**78 1.92 019.02. 0 23.32
Round Three 
2nd or 3rd 
post-off 
day
la. 09 16.6 20.138.82 24.98 027.29 7.22
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Table I¥ showed that the nurses changed their method of identification
as they became more familiar with the patients after round one. Round
one revealed that the nurses were using the standard patient identifica­
tion method i*! per cent of the time. On round two the standard patient
identification method decreased by 22 per cent, while the use of the patient’s 
spoken name increased from 29 per cent to 1|9 per cent. From round one to
round two the no check method also increased from 21 to 23 per cent. This
then would indicato that the nurses were beginning to rely upon less than
adequate methods or patient identification after familiarity was gained
during round one.
However, on round three, the round observed on the second or third 
consecutive day of duty, there was a slight increase of 8 per cent on
the standard patient identification method. This was still 13 per cent
below that seen on round one. Other frequently used methods of patient
identification decreased slightly on round three as the nurses shifted
back to the standard method of patient identification.
The standard, error of this sampling was also checked by Mainland’sf
Graph I on the Binomial Confidence Limits with a 99 per cent band of
76probability,
of the sampling percentages was only 1 3 per cent, 
the figures seen in the three medication rounds were accurate and reliable.
According to the determinations made, the standard error
This indicated that
Qbseivation Summary
The following observations were noted during the course of the




In areas where the bedBed3 Door and Water Pitcher Labels, 
labels and the door labels were in use the labels were not very legible
Bed labelsdue to the type of material on which the label was stamped.
were often covered and usually only a quick glance was made in its
The water pitchers and tray table labels were also stampeddirection.
Wherewith this same type of information and the legibility was poor.
water pitchers were used for identification purposes5 one nurse commented
that she had found many patients with the wrong pitchers on their bedside
table when checking the names on the water pitchers.
Wristbands. The identification wristbands in use were a source of
comment among the nurses and the patients alike. Several of the patients
were heard to remark to the nurse when she had difficulty reading the
name, HIt isn’t any good,” or ’’You can’t read it.” Some of these
patients had been long term patients and it was apparent that tha nurses
were relying on their familiarity with these patients and their memory
Where wristbands were missing or blurred, nofor patient identification.
attempt was observed to replace the identification band on the patient’s
Some of the identification bands were placed on the patient’s wristwrist.
It wasin such a manner that it was difficult for the nurse to read it.
more conveniently placed for the patient to read rather than for the
Accurate identification was impossible whan, for variousnurses to read.
reasons, tha lighting was inadequate thus making visibility and legibility
of the wristband poor.
If medications were left at the bed™Medication Left at Bedside.
side when the patients ware out this procedure was categorized as no
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identification of the patient. The nurses commented that they eould
check the patient later to see if the medication had been taken. How­
ever* these medications were charted as having been given. One observed
situation revealed the serious potential for error by such practices. In
this instance* one medication was left at a patient’s bedside the evening
before. The patient discovered the medication during the early Biorning
hours and inquired of the night nurse whether he should take the medica
tion. The night nurse advised the patient to take the medication and then
charted it as being taken by the patient at that hour. The morning nurse
not having read the medication rand carefully nor hearing about this inci­
dent* prepared to administer the indication again for the regular
scheduled hour. Except for this patient’s alertness an overdose would
have occurred. This nurse had made a two check of the medication but
failed to note whom the last dose was administered. The confusion resulting
from just one such case would indicate that mere careful methods of iden­
tification were needed rather than the tendency to utilize less than posi­
tive methods of identification.
Nursing Assistant Administering Medications. There was a tendency 
on the part of some medication nurses to have the nurse assistant working
with the patient at the time of medication rounds administer oral medica­
tion to the patient. Often there were no attempts made by the medication
nurse to positively identify the patient before requesting the nurse
assistant to administer the medication.
Carrying More than One Patient’s Medication. It also was observed
that some of the nurses carried at one time more than one patient’s
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medication into a two or three bed ward. Sometimes the patient’s name
or his bed number was written on or in the medication cup, but more often
it was not labeled. The nurse carrying a medication cup in -each hand
would attempt to remember which hand contained the specific patient’s
medication. If interruptions distracted the attention of the medication
nurse, the medications in each hand were rechecked with the medication
rand by colo r and shape but this re check was the exc eption rather than
Occasionally in such instances the nurse was seen checking thethe rule.
wristband after the patient had swallowed the medication.
Nurses did not consistently use one method of patient identification
There was a tendency to use the patient's spokenbut varied the methods.
name whsi the nurse was familiar with the patients. When administering
medication without a label the nurse had to rely on her memory for the
However, the observed numberpatient's name for identification purposes.
of interruptions which the medication nurse had from the time of prepara­
tion to the time of administration of the medication did not give assur-
Thereance that the light medication would be given to the right patient.
were many potentials for medication error when the nurse did not use the
standard wristband and spoken name method for patient identification.
The nurses appeared to be familiar with the standard patient iden­
tification procedure of checking the wristband and speaking the patient’s
name, inasmuch as all but one nurse utilized this method to seme extent.
The one nurse who did not use this method was aware of it by commenting
that the repeated identification on the same patient was not necessary
except for the learning process of student nurses. This nurse further
commented that the patients were annoyed by such identification procedures.
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Summary of Patient Identification Methods Observed
Findings indicated that the average nurse utilized the standard
The mostpatient identification method only 27 per cent of* 'the time.
frequently practiced method of patient identification was the use of the
Twenty-three per cent of the tine the nurses madepatient’s spoken name.
no attempt to identify the patients by any observable method before
administering the medication.
Fifty-nine per cent of the nurses at some time used other methods
of patient identification such as bed labels, door labels, tray table
labels, and water pitcher labels for identification purposes. Nurses 
using the cue check and the no check methods of identification were also
low in the use of the standard patient identification methods.
Were deviations from the accepted standard of patient identifica­
tion method due to inclinations and familiarity with the patients at
the time the nurse administered the medications? Did the influence of
the individual nurse’s attitudes stem from conditioned behavior and the
tendency to act in accordance with past experiences and familiarity?
Was the nurse familiar enough with her patients to eliminate the neces­
sity of positive patient identification so that regardless of the method
selected her patient identification methods were adequate at the time?
The comparison of patigit identification methods for the three
medication rounds followed the same pattern as seen in the medication
identification procedures. Was the change seen from round two to round
three due to the intellectual, reaction and response of the nurses to the
observer?
Factors which would contribute to medication errors during the
X^atient identification process were: (l) the low percentage in the
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application of the standard patient identification method, (2) the high
percentage in the usage of the patient’s spoken name in view of the 
tendency of some patients to answer to the wrong name, (3) the frequency 
with which no identification was made and the total reliance of the nurses
on memory for the identification of patients in such instances, and 
(ii) the reliance on labels of water pitchers, doors, beds, tray tables
bearing the patient’s name which are not intended to be a means of
patient identification.
CHAPTER v
SUMMA.RY, CONCIUSIONS MD RECCMMEM3ATIONS
I. SUMMARY
The raaintenance of good nursing practices in medication dispensing
is essential to the effective operation of a hospital.
In this study an attempt xfas made to find out the factors in the
identification methods used by medication nurses in the preparation and
administration of medications that would contribute to medication errors.
The foregoing chapters have presented the findings and observations of
the group of nurses participating in this study. The problem was regarded
as important because of the increasing frequency of medication errors5
the increasing numbers of new medications being introduced eachj the 
importance of maintaining patient safety by decreasing the medication
hazards in the hospital environment! and the importance of the medication
administration procedure and the role of the professional nurse in the
reduction of medication errors.
A knowledge of the current identification methods of the nurses
during the preparation and the actoinistration of the medication is valu­
able for a better understanding of the problem by the nursing service
and by the hospital administration. It is intended that this study
stimulate plans for in-se vice education programs in which means could
be found to reduce or eliminate medication errors.
In the development of this study,s related literature has been




determine the relationship of the identification process to medication
Safe identification procedures, safe working conditions, anderrors.
personnel who are responsible, alert, skilled, and well-prepared—all
are necessary for a safe environment.
To conduct the study the descriptive survey has been the chosen
The tool of research was an observational check sheet on whichmethod.
were recorded existing conditions in the identification of medications and
The results from the observational check sheets were totaledof patients.
and computed by percentages in order to facilitate comparison of individual
performances as well as that of the group, both for the present study and
This study includedfor comparison with future studies in this area.
seventeen medication nurses who were observed on three different medica-
A total of 668 patient contacts were observed and tabulated 
Of the 933 medications dispensed not all were observable for identifi­
cation methods, as soma of the nurses prepoured the medications, 
data collected for this study were analyzed under two broad categories: 




Data in this area disclosed that the nurses were utilizing the
standard three check method of medication identification only twenty-
The most frequently used method of medicationseven par cant of the time.
identification was the two check method. The one check method was used
13 per cent of the time with fO per cent of the nurses resorting to this 
method, and the no check method was used 5 per cent of the time.
The comparison of the medication identification methods observed
duidlng the three medication rounds showed that the use of the standard
i
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three check method decreased from round one to round two by 7 per cent.
Could the identification of medication from round one to round two
indicate that the nurses did not adhere to the standard three check method
after becoming familiar with the medications? On round three the use of
the standard three check method increased again over that observed on round
one by 6 per cent and that of round two by 13 per cent. Would this
reversal of performance suggest that the nurses were attempting to improve 
in their identification procedure while under observation? Could the 
change seen from round two to round three have been due to the intellec­
tual reaction and response of the nurses to the observer?
Would deviations from the accepted standard of medication identifi­
cation suggest that the influencing factor for the nurses was due to the 
individual attitudes, and the conditioning of behavior toward medication 
routines and the inclination to act in accordance with past experiences
and familiarity?
Other factors in the identification process during the preparation 
of medications which may contribut e to medication errors were: (l) the 
use of the one check method and the no check method in identifying medi­
cations, (2) the infrequent use of the standard three check method as 
revealed by the low percentage of this method among the nurses, (3) the 
tendency to prepour and then inadequately label the medication when 
taking it to the patients, and (h) the tendency of the nurses to rely on 
memory in identifying the medicines.
Patient Identification
Findings in this area indicated that the medication nurses utilised 
the standard patient identification method only 2? per cent of the time.
i
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The most frequently practiced method of patient identification was the 
use of the patient's spoken name, a piocedurs used approximately 1*1 per
The wristband was used 6 per cent of the time as thecent of the time.
In 23 per cent of the patientonly means of patient Identification.
contacts the nurses made no attempt to identify the patient by any ob­
servable method before administering the medication*
Fifty-nine per cent of the nurses used other methods of patient
identification such as bed labels, door labels, tray table labels, and
water pitcher labels for identification purposes. Those nurses using
these methods were also lower in the use of the standard patient identi­
fication method.
The comparison of patient identification methods observed during
the three medication rounds showed that the nurses used the standard
patient identification method 1*1 per cent of the time on round one. On
round two the standard patient identification method dropped 22 per cent 
while the use of the patient’s spoken name increased from 29 to 1*9 per
c ent. This would indicate that the nurses were beginning to rely upon
their memories after they had become acquainted with the patients during
round one.
On round three there was an increase of 8 per cent in the standard
However, this was still 13 per cent belowpatient identification method.
Other methods of patient identification on roundthat seen on round one.
three also decreased as the nurses increased the usage of the standard
method of patient identification. Would this reversal of performance
after becoming familiar with the patients suggest that the nurses attempted
to improve upon their identification procedure in this area while under
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observation? Could this change from round two to round, throe have been
due to the Intellectual reaction and response of the nurse to the
observer?
Were deviations from the accepted standard of patient identification
methods due to individual inclinations and familiarity with the patients
at the time the nurse administered the medications? Did the influence
of the individual nurse * s attitudes stem from conditioned behavior and
also the tendency to act in accordance with past experiences and famili­
arity?
Factors which would contribute to medication errors during patient 
identification process were,: (1) the low percentage (27 per cent) in the
use of the standard methodj (2) the high percentage (1*1 per cent) in 
the use of only the patient’s spoken name (some patients answer to the 
wrong name)| (3) the frequency with which no identification was utilized 
when the nurses relied on memory for patient identification! and (i|) a 
dependence on the patient’s name label on the door, bad, tray table, and 
water pitcher as a reliable means of patient identification.
II. CONCLUSIONS
The findings of this study do net completely support the hypothesis
that the nurses engaged in the preparation and administration of medica­
tion do not adhere to the standards of identification procedures after
becoming familiar with the medications and the patients. The identifi­
cation methods observed in rounds one and two did support the hypothesis
but the change observed in round three reversed somewhat this apparent
trend.
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Findings from this study also revealed that the nurses wore not
taking adequate precautions in medication preparation and administration
in accordance with the recommended standards of identification procedures.
Fifty-five per cent of the time the nurses were using other than the
standard three check identification method in the area of medication
Twenty-three per cant of the time no identification waspreparation.
made of the patient at the time the medication was administered.
IH. HECO^MENDAT IONS
Through the findings of this study it was hoped that the nursing
care will improve through more accurate methods of medication dispensing.
Based on the preceding findings the following recommendations are made?
1. That nursing service and hospital administration give atten­
tion to the identification techniques used by the medication nurses and
measures be taken for preventing medication errors. It is suggested
that this could be done most effectively through in-service education
programs which emphasise the safety principles of identification pro­
cedures.
2. That the type of wristbands currently in use be re-evaluated.
Wristbands should be water proof3 clearly legible, and not easily removed
The wristband also should be placed on the patient'sby the patients.
wrist in such a manner that the nursing staff can read It.
3. That further study be given to a medication dispensing system
and procedure which would eliminate the necessity for nurses to rely upon
memory for the name of the medication and the name of the patient to whom
the medication is to be administered.
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k. That a similar stud/ be conducted which would include obser­
vations of identification methods used during the other medication rounds
during the second and the third days of the nurses’ tour of duty.
5. That a study be conducted to find out the patient’s reactions
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ABSTRACT
The purpose of this study v/as to: (l) determine specific factors
that contributed to medication errors during the identification process 
of medication preparation and administration, and (2) present these
findings as an aid to minimise or eliminate factors which contribute to
medication errors.
SeventeenTo conduct this study the desc iptive survey was used.
medication nurses were observed on three medication rounds. A total of
688 patient contacts and 933 prepared medications were observed and tabu-
The tool of research used to collect data was an obser%-ation checklated.
sheet developed for this study.
The data collected were analyzed under two broad categories: 
(l) medication Identification, and (2) patient identification. The
results were computed in percentages to compare individual nurse’s and
the group’s performances.
For medication identification the nurses utilized the standard
three check method only 27 per cent of the time. The most frequently 
used method was the two check method which was used 36 per cent of the
The one check imsthod was used 13 per cent of the time with 70 pertime.
cent of the nurses resorting to this method. Five per cent of the time
no check was made.
The comparison of medication identification methods observed
during the three medication rounds showed that the use of the standard
three check method decreased from round one to round two by 7 per cent.
On round three the use of the standard three check method increased again
over round one by 6 per cent and round two by 13 per cent.
ii
In the area of patient identification the nurses utilized the
Thestandard patient identification method only 2? per cent of the time.
most frequently practiced method was the use of the patient's spoken name 
which was used iil per cent of the 'time. The wristband alone was used 6
In 23 per cent of the patient contacts the nursesper cent of the time.
made no attempt to identify the patients by any observable method. Eight
per cant of the time the nurses used other methods of identifying the
patients such as the labels on the door5 bed, tray tables, and water
pitchers, for identification purposes.
The comparison of patient identification methods during the three
medication rounds showed that the nurses used the standard patient identi­
fication method 1*1 per cent of the time on round one. On round two the
standard patient identification method dropped 22 per cent while the use 
of the patient’s spoken name increased from 29 to 1*9 per cent, 
three there was an increase of 8 per cent in the standard patient identi- 
This 8 per cent increase was 13 per cent below the standard
On round
fication.
patient identification method used on round one.
It was concluded from 'this study that the nurses were not using
the precautions in medication preparation and administration in accordance
with the recommended standards of identification procedures. Based on
the findings of this study, recommendations were made for improvement of 
medication dispensing methods by suggesting that: (l) nursing service
and hospital administration give attention to the identification tech­
niques used by nurses and the measures which may be used in preventing
medication errors by means of effective in-service education programs 
which emphasize safety principles of identification procedures5 (2) the
wristbands currently in use be re-evaluated as to permanent legibility:
iii
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(3) further study be given to a medication dispensing system and procedure
which would eliminate the necessity for nurses to rely upon memory for 
the name of the medication and of the patient, and (k) a study be conducted
to find out the patients* reactions to the nurses' repeated use of the
wristband for identification purposes.
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